which determine the incidence and prevalence of disease; and to acquaint them with the scientific methodology of epidemiological investigation and emphasize the importance of preventive medicine as a fundamental aspect of medical science and practice.
Social medicine can really be taught at any time during the undergraduate curriculum. However, it is our opinion that in order to relate to the students' immediate laboratory and clinical interests, it is best taught in conjunction with other subjects rather than as an isolated discipline. Thus, at St Thomas's, attempts have been made to integrate the teaching of social medicine with medicine, surgery, obstetrics and pathology. Theoretically, medical statistics, sociology and psychology can be taught at all stages throughout the undergraduate teaching programme, but sociology and psychology in particular (as applied to medicine) and methods of organization of health care are probably best taught during the preclinical stages.
Teaching social medicine to undergraduates is not easy, because not only is it difficult to demonstrate, but also all the clinical teaching is directed towards individuals; the community is regarded but little and the general aspects of illness are hardly taught at all.
All types of teaching methods are feasible in social medicine. Simple didactic lecture teaching has been well evolved in many places, and is a possible technique for demonstrating the underlying principles of epidemiological methods. It may also serve to illustrate the application of these principles in a number of specific instances; for example, in dealing with communicable and noncommunicable diseases (such as chronic bronchitis) and their relevance to the health problems dominating the practice of medicine in the developing countries. Didactic teaching is,however, not appreciated by most students. We have not yet tried audiovisual techniques but undoubtedly they could be of some use.
Seminars and ward rounds are beneficial methods of teaching where the patient can readily be used to illustrate the importance of epidemiology to an understanding of the etiology and outcome of a disease and the need for prevention and control. Observer variation can be demonstrated only too easily; the social aspects of disease are clearly shown in selected cases. This form of teaching is reasonably popular with thie undergraduate students who are readily able to appreciate the relevance of such discussions to their day-to-day clinical experience. As an extension, some of us have developed programmes in which students are attached to families and have to visit them in their own homes. In this way the students gain insight into the com-munity as opposed to the individual aspects of disease and become aware of the family implications and difficulties in control of disease. We have in fact undertaken a controlled study of family attachments in order to demonstrate their usefulness. In our own school this is no longer necessary since part of the Department is a general practice teaching unit which has the added advantage of teaching within the context of the community.
We have attempted to use field survey methods which have proved very successful in stimulating students to think for themselves about community research. However, it is important to make quite clear to the student that it is not the research of the department in which they are involved, but research for their own use. Unfortunately such studies are time-consuming and, because of staff deficiencies, often difficult.
Dr T H D Arie (London Hospital Medical College, London El)
Teaching the Behavioural Sciences In one form or another we have been teaching behavioural sciences at the London Hospital since the early 1960s, whilst in the last five years, since the establishment of a professorial department of psychiatry, we have begun to move towards a unified behavioural science course comprising psychology and sociology; so far the two, if not yet integrated, are at least intertwined. The psychology component is the responsibility of the department of psychiatry, and since we are concerned here with the teaching of social medicine I shall discuss particularly the sociology for which in recent years we have had some sixteen hours during the second and third preclinical terms. For this part of the course I have been responsible as the only (and part-time) teacher of social medicine.
There is now a broad consensus on what should be taught; the recommendations to the Todd Commission by the Society for Social Medicine (1966), the course described by Martin et al. (1967) , the areas defined by Jefferys (1969) and by Susser (1969) , and Appendix 11 of the Royal Commission on Medical Education (1968) all provide sensible bases for a course. The important issues are how we should teach, how our teaching should be fitted to the rest of the curriculum and what factors make for success and failure.
The constraints of lack of time and teachers, which must be a problem everywhere, make it necessary to think carefully about the use and relevance of one's teaching in an already crowded curriculum. These pressures always leave one able to do very much less than one feels could usefully be done, but they do at least impose a certain discipline. There is surely no case at present for a full course in sociology to be brought unselectively into the curriculum, however interesting it might be to some students (and it might often be not less relevant to medical practice than much of what is traditionally taught in the curriculum). Relevance and usefulness to medical practice should be the touchstone, whilst those students who wish to take things further should be enabled and encouraged to intercalate the necessary courses. The topics that we have chosen have been: changes in society as they relate to health and medical care; the family and its changing patterns; social class and health; role playing in medical transactions; and the study of the hospital as a small society.
Such a course can aim to do no more than acquaint the students with the existence of this field of work, to show that it too can be studied objectively, and to leave them interested. It is important to make it easy for the class to take up, retrace and develop those parts of the teaching which they find particularly interesting or difficult. We therefore intersperse our course with panel discussions when we bring together four or five people from related disciplinesperhaps a medical sociologist, a psychologist, an anthropologist, a general practitioner, a doctor from social medicine or a medical administrator. These occasions consist of informal question and answer and discussion with the class and they have been useful as they have highlighted areas that needed further development beyond what was tackled in the lectures.
We have experimented with different types of teachersdoctors of various sorts with interest in the field, sociologists with interest in medicine, psychologists, anthropologists and others. For good teaching you need good teachers; whether they are medically qualified or not, the teachers must have authentic experience of what goes on in medicine. All teaching is of course more effective if the teachers are good teachers, but a new and unestablished subject depends even more than others on how well it is taught, for students are quite likely to write it off as irrelevant simply because it is badly taught. A traditional subject can survive being badly taught because it is already established as legitimate in the students' expectations of the medical course, but in social medicine even good teachers who were not sufficiently close to medical things have on occasion been rather harshly put aside by the class.
It is important to follow up general themes with practical illustrations. We try to pair lectures so that one introduces a subject and another shows its relevance to research or practice. This teaching should start at the beginning of the medical course so that it can take its place parallel with the other preclinical subjects rather than being brought in later on when students' views of what is important may already have become rather firmly set. Moreover, it should be so planned that it relates to other concurrent teaching, and also so that themes developed in the behavioural science course can be picked up again in the social medicine teaching in the clinical period and related there to students' clinical work.
As long as examinations in their present form continue for all other subjects, common sense demands that there should be an examination at the end of this course too. Even if one catches the interest of students it is unrealistic to expect any but the exceptional to devote much time to it or to do much reading if they have to prepare themselves for examinations in other subjects but not in this one. And the lack of an examination implies a low valuation on the part of the medical school; indeed, much of the viability of this teaching depends on how it is perceived by the students to be valued by the medical school.
I would like to end with a short account of an experiment in teaching, as an example of how theoretical teaching can be related to practical clinical situations. We divided a class of 80 firstyear preclinical students into small groups and put them for a couple of hours as observers into all those outpatient clinics that happend to be running on the afternoon available for the course. The class had just had a series of lectures on role playing in medical situations, with particular emphasis on the sick role, and on the doctor's role as the arbiter of sickness and health. The lectures had dealt with the privileges and the obligations of the sick role and had attempted to show how this theoretical framework could help in understanding and dealing with clinical problems, particularly when these involved chronic handicaps, mental illness, and 'uncooperative' patients. The students were to observe the clinics not as medical students learning medicine, but as students of the social processes of interaction of doctors and patients in the situation of the clinic. It was emphasized to the doctors that they were not being asked to teach clinical medicine, indeed that the less notice that was taken of the students the better.
The final part of the sessions took the form of small seminar groups to discuss what had been observed; the students' comments were no less perceptive about the organizational difficulties than about the transactions which they had been observing. The seminar leaders, who were visiting teachers as well as members of the staff of the hospital and medical school, were asked to keep a record of the subsequent discussion. It was clear that the students were well able to carry over ideas from the lecture course and to apply them to the practical situation of the clinic. Equally important, in the subsequent consumer-research questionnaires which they completed for us they made it clear that they had enjoyed themselves. This paper describes the objectives, methods, and some of the results of teaching social medicine to clinical medical students at St Thomas's Hospital. The programme represents the result of nine years' experience in this type of teaching in which an attempt has been made to integrate social medicine into the clinical course.
Dr Michael Clarke
The teaching undertaken by the Department of Clinical Epidemiology and Social Medicine is predominantly epidemiology, general practice and medical care, but recently some elements of vital statistics have been introduced. Medical sociology, psychology and statistics have yet to be added to the programme, but there are plans this year to create a preclinical elective in these subjects for students who have just completed the first three terms of second MB, or one of the BSc (Special) courses.
The distribution of teaching time is shown in Table 1 . Teaching time has been made available in all the main parts of the curriculum, and takes place with general medicine, surgery, obstetrics and gyntecology, and pathology.
Apart from the six hours of social medicine in the three-week introductory clinical course, the medical care lecture course is the first formal contact the first-year clinical student has with this department. The objectives of teaching in both these courses are twofold. First, it is important to introduce the medical student in these early months of the clinical course to the medical care systems that exist outside the hospital; and, secondly, the beginning of the clinical period is an appropriate time at which to introduce some of the basic principles of epidemiology, which can easily be presented in the medical care context. For example, titles in a recent series of lectures in this course were as follows: primary medical care; mental illness; disability; screening for disease; international medical care; new aspects of medical care; accidents; addiction; occupational health; care of the aged; care of the mentally subnormal. Two techniques have been used in an attempt to attain these objectives. First, all the lectures are given with, or by, a speaker who has a great deal of experience in the field of care under discussion. Secondly, an attempt has been made to create a theme for this course of lectures by the use of a similar basic format in the visual aids used for each presentation. Fig 1 shows how this basic format is used for a slide in the lecture on mental illness in the community. The whole box represents a community, or population, and within this the proportions of individuals in contact with the various health care agencies can be indicated. This type of presentation usually produces discussion on such issues as the severity gradient of disease in a total population, the difference between point and period prevalence, and the fact that most medical education takes place within the smallest box in the diagram.
Having painted an epidemiological picture, the clinician taking part in the lecture then discusses the types of patient who might be encountered in each area of care, and the factors
